I can recall a kidney injury from a large flying bomb fragment very similar to Mr. Parker's case. It entered through the left eleventh rib in the mid-axillary line, ploughed through the lower lobe of the lung, the diaphragm, and remained embedded in the left kidney. The missile laid open an approach which after wound excision and extension strongly resembled the Bernard Fey approach to the kidney, a method I frequently use for exploration of the kidney and suprarenal. In this case excellent opportunity was offered for closure of a hole in the pericardium, a large tear in the diaphragm and pleura, and left nephrectomy. Except for development of a fecal fistula on the tenth day from bruising of the splenic flexure, which quickly closed spontaneously, and delayed recovery of the lung injury, convalescence was satisfactory. The patient, a senior officer, was able to return to duty four months after injury.
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Finally, as to the emplacement of the splint catheter for ruptures of the prostato-membranous urethra with broken alignment, many ingenious methods are described. May I point out one I cannot remember having seen recorded and which has the virtue of simplicity, namely reduction of the prostate forwards by a finger in the rectum. On two occasions (on the ninth and fourteenth days after injury respectively) mere suprapubic drainage had been established when the cases reached me. Passing a Lister bougie with my left hand and with my right index finger in the rectum I pushed the prostate forward and so was able to direct the bougie across the rupture up through the prostatic urethra. My assistant meanwhile had his finger in the bladder through the drainage opening and so was able to tell me when the bougie entered through the internal urinary meatus. A rubber tube was then stretched over the bougie's point and so withdrawn through the urethra as described by Mr. Poole-Wilson.
Thus every variety of urogenital injury was witnessed on the home front including my three cases of gun-shotwounds of the ureter which were reported in the British Journal of Urology, 1946, 18, 166. Mr. Mogg, in reply, stated that while he agreed with the majority of Mr. Everidge's views and appreciated his sound judgment and wealth of experience in traumatic urological surgery, he still thought it advisable to attempt to close wounds of the lateral walls of the bladder. This, in conjunction with suprapubic cystostomy, did prevent extravasation of urine into the pelvic cellular tissue and prevent pelvic cellulitis with all its unfortunate sequelh.
[April 24, 1947] Treatment of Hydronephrosis Associated with Abnormal Vessels' By H. HAMILTON STEWART, F.R.C.S. SOME surgeons hold the view that the mechanical obstruction caused by a lower polar or aberrant artery is a secondary obstruction. They consider that the primary enlargement of the renal pelvis is caused by a neuromuscular defect, or a congenital stricture, and that if a lower polar or aberrant artery is present, then a superimposed mechanical obstruction occurs. I do not propose at this juncture to enter into a discussion on this problem, and will limit myself to the consideration of the relief of the mechanical obstruction caused by a lower polar or aberrant artery, and other speakers will, no doubt, discuss the other aspect later.
I have had practical experience of most of the operations recommended for the treatment of the condition. As the disadvantages and dangers of these procedures are well known, I shall only mention them briefly. They are:
(1) Those in which the basic principle is the division of the vessel.-Infarction of the kidney if the divided vessel is large, with a liability to infection, particularly if the urine is infected. The loss of valuable kidney tissue-a serious matter if the other kidney is diseased.
(2) Some form of plastic operation on the pelvis with division of the uretero-pelvic continuity.-The risk of imperfect drainage with persistence of infection which may have previously existed or been introduced through the drainage tubes, splint catheters,, &c. Stenosis of the ureter with fistula formations, &c.
The dangers of the standard operations are greatly increased when they are carried out on a solitary hydronephrotic kidney resulting from a large obstructing lower polar or aberrant artery.
The advantages of the operation to be described are: (1) All cases worthy of conservative' surgery may be treated by this method. (2) There is no interference with the uretero-pelvic continuity and blood supply. (3) There is no risk of introducing infection from the skin into the urinary tract, for no drainage tube is inserted into the kidney or pelvis-indeed, Paper illustrated by a colour film.
Proceedings of the.Royal Society of Medicine 42 neither pelvis nor kidney is opened (except in rare cases when a needle may be used for aspiration). (4) There is no possibility of fistula formation provided the operation is carefully performed.
The first of these operations which I performed over eleven years ago was immediately successful. The patient, a young man, is in continuing good health-his urine is sterile, and a normal filling of the pelvis and calices is seen in all subsequent pyelograms. The patient was 15 years of age at the time of operation. The major part of the kidney received its blood supply from the lower polar artery, making division of the latter impracticable. Encouraged by this initial success, I used the operation at first for cases similar to the original one, with large polar arteries which I dare not divide, but presently, as these continued to give uniformly successful results, I extended its use to all cases judged worthy of conservative surgery.
Principle [1] .-At a later date I realized that in the operation I had attempted to reverse certain anatomical changes which had occurred with growth. The vessels entering the kidney following the operation had the relationship which existed in infancy.
I had noticed when operating upon infants at the Children's Hospital, that they possessed kidneys which were rounded in shape, and when studying the literature I found a reference to this fact in Kelly and Burnam's [2] book. They comment on the change of shape in the kidney as it attains adult size. The shape of the kidney in the infant is such that the poles approach each other closely over an intrarenal pelvis. In early life, therefore, I believe accessory renal vessels lie close to the main renal artery, a position in which they are not likely to obstruct and prevent the escape of urine.
As the child grows, the kidney opens out "rather like a bud developing into a flower". The lower polar or aberrant artery is carried away by the diverging poles of the kidney, and in this lower position has a relationship to ureter or pelvis enabling it to produce obstruction. Thus, a lower polar vessel may not cause obstruction in the infant, but may do so in childhood or adult life. One may say that a lower polar artery should not produce obstruction unless the kidney has assumed its adult reniform shape, or the kidney is congenitally abnormal as in a horseshoe kidney.
The main principle of the operation is to mould the kidney so that the lower polar or aberrant artery is no longer capable of causing obstruction. It is brought into close relationship with the renal artery. The capsule is dissected from the anterior surfaces of the poles, but allowed to remain attached along the convex border. The poles of the kidney are then brought together, but in order to maintain them in this new position, a second folding of the kidney is necessary. The anterior surfaces of the poles are brought together so that a broad and secure grip is obtained and adhesions will develop over a broad area. The kidney is held in its new shape until adhesions develop by: (1) Hardened catgut tape passed under the capsule around the new convex border of the kidney rather like a rim round a wheel, and tied or sutured on the medial aspect. (2) Plain catgut sutures 4/0 through the poles. (3) Suture of the dissected flaps of capsule.
Any adhesions or minute vessels tending to retain the kink in the ureter or in the region of the uretero-pelvic junction are divided.
The pelvis, if it has been considerably distended, is plicated in front and behind by 6/0 catgut (10 day). The sutures should not penetrate the lumen. They should be placed mainly across the long axis of the pelvis, but near the pelvi-ureteric junction a few may be placed in the long axis.
Follow-up X-rays have shown that the kidney retains its new shape permanently. The lowest major calix, as a result of the moulding, occupies a higher position, and the calices, in pyelograms, tend to assume the configuration of the petals of a flower.
Results.-I have performed 21 operations and all of them have given excellent results in that the patient has been freed from symptoms. Radiological evidence has shown that the kidneys drained satisfactorily; and the urine was free from infection. In none of these cases did a congenital stricture co-exist.
The following cases are of particular interest:
A patient aged 65 suffered from fairly severe hydronephrosis due to an aberrant artery. Her other kidney had been destroyed many years before, presumably from the same condition. An operation on this kidney was the supreme test as I did not know how soon after the operation the kidney would function. The aberrant artery was of large size and following the operation described the kidney functioned immediately; 17, 34 and 74 ounces of urine were secreted in the three postoperative days without the use of intravenous therapy. Thus, the moulding of the kidney did not cause it to cease functioning.
In another case, I operated for a gross hydronephrosis-20 ounces of urine were aspirated from the kidney. The patient was five months' pregnant at the time, and has since given birth to a full-time child. She is now free from symptoms, the urine is sterile, and X-rays show a fair function.
In two other cases recently performed, a horseshoe kidney was present, and the operation worked satisfactorily even in these cases, and the patients up to the present have been entirely free from svmptoms and the urine sterile. New York. Mr. H. P. Winsbury-White showed on the screen an illustration published by the late Andrew Fullerton of a kidney showing what happened to the lower pole when its artery of supply was divided. The lower pole was in a state of necrosis. Since seeing that illustration and reading reports of a number of cases of gangrene he had given attention when dividing that vessel to amputating the lower pole of the kidney as well, and that was an operation which gave excellent results and one which he could recommend to those who had not tried it. The convalescence was particularly satisfactory.
He believed that 'obstruction of the ureter by a blood-vessel occurred as a complication rather than as a primary cause of the hydronephrosis. His reason for this opinion was that many years ago he went round the pathological museums in London and collected all the specimens of hydronephrosis he could find in which it was shown that the ureter was obstructed by a blood-vessel which still remained intact. He found 12 altogether, and in 11 it was obvious that the obstructing vessel was the normal inferior branch of the renal artery or vein (Brit. J. Surg., 1925, 13, 247; Trans. Amer. Ass. gen.-urin. Surg., 1936, 29, 381) .
Mr. Winsbury-White went on to say that the question as to whether or not this obstructing vessel was the cause or a complication was not entirely academic, because after dividing the vessel one must not expect to have cured the condition, if one had left behind the original cause of the hydronephrosis. There was no doubt about the relief of symptoms on dividing the vessel; it was quite dramatic. His experience with a variety of plastic procedures was that very good results were obtained in the early part of the convalescence, but the long-term results had not been good at all, and his feeling was that plastic operations as a whole were very unsatisfactory.
He agreed that there were odd cases which were satisfactory, and what he had said applied also to the relief of hydronephrosis by dividing the obstructing blood-vessel. There was a significant lack in the literature concerning long-term good results in plastic operations for hydronephrosis. The fundamental point was that such patients were lucky if the opposite kidney was quite normal, and the surgeon was free, therefore, to do a nephrectomy. Mr. Winsbury-White showed a number of illustrations to demonstrate the mechanism of the obstruction by a normal renal blood-vessel when it occurred as a complication of the hydronephrosis. Several of these showed that the vein was the obstructing vessel. He showed other illustrations which indicated that the renal fascia also contributed to the obstruction of the ureter.
[ May 22, 1947] CLiNCO-PATHOLOGICAL MEETING HELD AT ST. THOMAS'S HoSPrrAL, LONDON, S.E. 1. THE following cases and specimens were shown: 
